Objective: We aimed to assess fear-avoidance beliefs in patients with acute low back pain (LBP) and to identify features of patients and general practitioners (GPs) associated with patients' fear-avoidance beliefs.
L ow back pain (LBP) affects approximately 60% of the population in Western industrialized countries. 1 Chronic LBP has become a major medical, social, and economic problem. 2 Chronic LBP costs are comparable to those incurred by coronary heart disease, diabetes, or depression, 3 and reducing these costs is a major public health issue. An approach to achieving this goal is to determine subgroups of patients with high risk for chronic disabling pain. Among factors related to the onset and persistence of chronic LBP, psychosocial factors may play a pivotal role in the development of disability, 4 especially pain behaviors, which may weigh more than socio-demographic features. 5 Several studies have supported the theory that fear-avoidance beliefs may be the most important cognitive factor in the development of chronic disability in patients with LBP. [6] [7] [8] The fear-avoidance beliefs model proposes an explanation of why some patients with LBP develop chronic disability. The high levels of pain-related fears are associated with a particular cognitive state (pain catastrophizing) which leads to a negative interpretation that activity will cause injury and exacerbate the pain. [9] [10] [11] [12] Fear-avoidance beliefs of LBP patients predicted disability in daily or occupational activity, treatment outcome, and patients' return to work after a functional restoration program. 13, 14 Investigations, mainly with chronic LBP patients, have shown that fear-avoidance beliefs were related to back pain severity, chronic disease, and disability 10, 11, 13, [15] [16] [17] and that information provided to patients could modify their fear-avoidance beliefs. [17] [18] [19] [20] Because healthcare providers play a central role in patients' information and education in primary care practice, general practitioners (GPs) could greatly influence patients' fears, avoidance attitudes, and beliefs and therefore the evolution and costs of LBP. 21 Several studies have suggested that the fear-avoidance beliefs of healthcare providers can influence how they manage patients, [22] [23] [24] and an information package containing the usual guidelines on LBP has been developed to modify therapists' behaviors and beliefs. 25 However, 2 recent studies, 1 cross-sectional 26 and 1 longitudinal, 27 have reported a lack of association between disability and fearavoidance beliefs in the same sample of acute LBP patients, and the authors questioned the validity of the fear-avoidance model in early stages of LBP, despite substantial levels of fear-avoidance beliefs in these patients. A goal of this study was to assess fear-avoidance beliefs in a large sample of patients with acute LBP and to identify features of patients and GPs associated with patients' fear-avoidance beliefs.
METHODS

Design
We conducted a cross-sectional study of a large sample of GPs and patients in France.
Recruitment of GPs and Patients
GPs were selected at random from a national database (Logimed) with geographic stratification (France was divided in 30 areas; 60 GPs per area were asked to participate). Each GP was to enroll 1 to 4 consecutive patients with acute LBP. Patients were excluded if they (1) were <18 years old; (2) had pain for more than 4 weeks; (3) had sciatica; (4) had another episode of acute LBP during the previous 12 months; (5) had no occupational activities; (6) had consulted another spine specialist for the same episode of back pain; (7) were pregnant; or (8) had back pain related to infection, tumor, or inflammatory disease.
QUESTIONNAIRES
Physicians' Questionnaire
Data were collected by mailed interviews of GPs before including patients. GPs completed a 5-part selfadministered questionnaire. Parts 1, 2, and 3 concerned demographic data (age and sex), professional data (years of and exclusive private or public/private practice), personal history of back pain (acute, recurrent, chronic), and self-limitation of physical activities for back pain (never, sometimes, often, always), respectively. Part 4 dealt with GPs' formation of practice and practice in the field of LBP: participation in an educational session on back pain in the last 3 years (yes/no); ever referred patients to functional restoration programs for chronic back pain (yes/no); main objective of physical therapy for back pain (reduce pain, increase mobility, increase muscle strength); ever referred patients to other spine specialists and back schools (yes/no); mean length of sick leave prescription for acute LBP if needed (r3 d, >3 and r8 d, >8 d and r15 d, >15 d), advice about physical activities during sick leave for acute back pain (bed rest, rest at home, keep maximum bearable activities), and attitude about chronic back pain patients concerning job adaptation, sick leave prescription for increased pain, and advice to keep maximum bearable occupational activities (always, often, sometimes, never). Part 5 assessed GPs' own fear-avoidance beliefs on the Fear-Avoidance Beliefs Questionnaire (FABQ). 13 The FABQ consists of 2 independent subscales: the FABQ Physical and FABQ Work. The FABQ Phys assesses fears, avoidance attitudes, and beliefs related to general physical activities (4 items, range: 0 to 24), and the FABQ Work assesses fears, avoidance attitudes, and beliefs related to occupational activities (7 items, range: 0 to 42). Each item is scored from 0, ''do not agree at all,'' to 6, ''completely agree.'' For both subscales, a low score indicates low fears, avoidance attitudes, and beliefs. This questionnaire has been validated in French. 28 The FABQ was originally developed to assess patients' fears, avoidance attitudes, and beliefs. To evaluate GPs' fears, avoidance attitudes, and beliefs, we did not modify the phrasing of items but, rather, slightly adapted the first sentence of the instructions to patients. For this sentence ''these are statements that other patients have expressed about their low back painy,'' we deleted the word ''other.''
Patients' Questionnaire
Data were collected during the visit to the GP. Patients were interviewed about the physical demand of occupational activities (11-point numeric scale, from 0, no physical demand, to 10, extremely hard physical demand), education level (no full-time education, primary school, high school, postgraduate education), LBP in parents (yes/no), length of back pain (days), work-related back pain (yes/no), sport activities (none, occasional, regular, competition), medication intake for the last week (analgesics, nonsteroidal anti-inflammatory drugs, muscle relaxants), pain intensity for the last 48 hours (weak, moderate, severe, extremely severe), and handicap level for activities of daily living (no handicap, weak, moderate, severe, very severe). Self-rated disability was assessed by the Quebec Back Pain Disability Scale (QBPDS) (20 items, scored from 0, no disability, to 5, impossible to do; range: 0 to 100). 29 Back pain beliefs were recorded on the FABQ (see GPs' questionnaire).
Ethical Approval
The study protocol was approved by the Commission Nationale Informatique et Liberte´and the French National Medical Council (Conseil National de l'Ordre des Me´decins). This study was conducted in compliance with the protocol, the Good Clinical Practices and the Declaration of Helsinki principles. In accordance with the French national law, GPs and patients gave their written agreement to participate after being informed about the study protocol.
Statistical Analysis
Data analysis involved the use of SAS 8.2. Continuous variables were described with means ± SDs. Categorical variables were described with raw data and percentages. Generalized estimating equation analysis was used to take into account the cluster effect of more than 1 patient visiting a given physician. When FABQ was treated as a continuous variable, factors associated with patient FABQ Phys and Work were determined by univariate analysis (Pearson correlation coefficient if continuous predictors or 1-way analysis of variance if qualitative predictors). Potential predictors were demographic and clinical characteristics of patients and GP fear-avoidance beliefs. Variables that were related to patient FABQ Phys and Work in univariate analyses were kept in the multivariate analysis. Multivariate analysis (linear multiple regression with a backward selection and a significance level of 0.05) was used to examine the relationships between the FABQ Phys and Work scores and potential predictors. A cluster effect was introduced into the model to take into account the fact that a GP was visited by more than 1 patient.
RESULTS
GPs
Between September 2003 and February 2004, 1800 GPs were randomly selected and asked to participate in the study. A total of 709 completed the questionnaire and included at least 1 patient ( Fig. 1 ). Data and analysis on GPs have been published elsewhere. 24 The sample differed only slightly from the general population of French GPs (national register), with more men (79.5% vs. 71.3% in the national register), who were older (48.2 y vs. 46.7 y in the national register), and more likely to work in a rural environment (30.5% vs. 23.6% in the national register). Mean FABQ Phys and Work scores were 9.6 and 17.5, respectively.
Patients
A total of 2727 patients were enrolled in the study. Demographic and clinical data at baseline are summarized in Table 1 . The mean age was 44 years, and 57% of patients were male. The mean pain duration at baseline was 5.5 days and mean pain level 6.8 (range: 0 to 10). Before seeing their GP, 81% of patients had taken analgesics, 26% nonsteroidal anti-inflammatory drugs, and 19% muscle relaxants. The QBPDS mean score was 55 (range: 0 to 100), and fear-avoidance beliefs were high, with mean FABQ Phys and Work scores of 16.8 and 19.5, respectively.
Factors Associated With Patients' FABQ Phys and Work Scores Treated as Continuous Variables
We analyzed FABQ scores as continuous variable. Comparison of patients' FABQ Phys score according to qualitative and quantitative demographic and clinical characteristics of patients are presented in Tables 2 and 3 . There was a weak but statistically significant correlation between GPs' and patients' FABQ Phys scores (r = 0.10; P<0.0001). Linear multivariate analysis on patients' FABQ Phys scores according to quantitative demographic and clinical characteristics of patients and beliefs of GP's are provided in Table 4 . This multivariate analysis provided 7 factors. Six of the 7 factors that we found were already associated with FABQ Phys scores when this variable was treated as dichotomous. Workrelated back pain disappeared from the linear final model and was replaced by pain intensity.
Comparison of patients' FABQ Work scores according to qualitative and quantitative demographic and clinical characteristics of patients are provided in Tables 2 and 3 . There was a weak but statistically significant correlation between GPs' and patients' FABQ Work scores (r = 0.10; P<0.0001). Linear multivariate analysis on patients' FABQ Work scores according to quantitative demographic and clinical characteristics of patients and beliefs of GP's are provided in Table 5 . This multivariate analysis provided 10 factors. Five of the 10 factors that we found were already associated with FABQ Phys scores when this variable was treated as linear.
The FABQ Phys and Work Scores Norms by Level of Disability
The FABQ Phys and Work scores norms by level of disability are presented in Table 6 . Fear avoidance and beliefs increased with disability levels.
DISCUSSION
Main Findings
Fear-avoidance beliefs seem to be present early in the process of back pain (patients in this study had a mean duration of pain of 5 d). The FABQ mean scores of patients with acute LBP are similar to those from a national sample of patients with subacute LBP. 30 The way LBP occurs may have more influence on fearavoidance beliefs, because the mean FABQ scores for patients with chronic LBP who had occupational back injury and were included in a functional restoration program 28 were lower than we observed for FABQ Phys and higher for FABQ Work.
Perceived disability and handicap could play a role in fear-avoidance beliefs. The association strengths reported in this study are somewhat small, but disability and handicap were treated as continuous variables in the multivariate regression analysis. Even though the level of disability as assessed by the QBPDS and fear-avoidance beliefs by the FABQ, the Tampa Scale of Kinesiophobia, or the physical activity rating scale were poorly related in previous studies, [26] [27] [28] disability and fear-avoidance beliefs seem to be associated, because level of fear-avoidance beliefs has been shown to be a predictor of disability in daily and occupational activities in a previous study, 13 and because we show an increase of fear avoidance and beliefs with increased disability levels. It is also not surprising that fear-avoidance beliefs about occupational activities and occupational back injury, which in general are associated with a high mean FABQ Work score, 28 are associated with fears about physical activities. Scores of the FABQ Work and Phys have been shown to be fairly well correlated. 28 The association of no or few sport activities with high rating on the FABQ Phys seems logical: patients with more fears about physical activities are more likely to have no or few sport activities, which suggests that those fears might have been present before the occurrence of the acute (mean duration of 5 d) back pain episode. Another explanation may be that social and educational factors may lead to this behavior and to more negative affective state. As already reported, 31, 32 FABQ Phys and Work scores were weakly but significantly correlated with level of pain. Finally, an interesting and original result is that a physician feature, GPs' high rating on the FABQ Phys, is associated with patients' high rating on the FABQ Phys and Work. This finding might be a function of the patients' history with their GPs, which was not recorded in this survey. A patient having the same GP for many years may have inculcated some of that GP's fearavoidance beliefs regarding back problems. Levels of fearavoidance beliefs about LBP in our sample of GPs are higher than that they should be. Their mean score, 9.6 on a scale of 0 to 24, indicates some degree of fear-avoidance beliefs about back pain. This observation must be placed in perspective with the campaigns and recommendations of the last decade, which highlight the harms and benefits of physical activity for LBP. Moreover, the FABQ Work scores of patients and physicians are of the same magnitude. Similar results were observed from results of a survey assessing fear-avoidance beliefs of patients with subacute LBP and their rheumatologists. 30 Taken together, our results shed light on the need to develop and diffuse more effective education programs aimed at altering physicians' fear-avoidance beliefs, which in turn will reassure their patients with LBP about the harmlessness of physical and occupational activities and the need to stay active for their back problem.
Limitations
Although we tried to ensure a national representation of GPs, our sample differed slightly from the French GP population. One explanation could be that older men working in a rural environment are more likely to participate in this type of study. Another explanation could be that GPs more interested in LBP participated to the survey. The response rate observed in this survey is low (39.4%) but of the same magnitude as that usually reported in this kind of study. 30 We cannot exclude the possibility that this response rate might bias the generalizability of our results. 
